High-tech medicine: when to say no
The meeting on 'High-tech medicine: when to say no' was one of the most rewarding held by the Open Section for some time. Professor Bryan Jennett (University of Glasgow) spoke on the problems of identifying the 'hopelessly ill' adult; Dr David Harvey (Queen Charlotte's Maternity Hospital, London) on 'the baby with an awful future'. Both topics are part of a wider debate which, like it or not, is becoming unavoidable in all developed societies: medicine has reached the point at which its capacity to maintain life, or at any rate some vestigial form of life, has outstripped its ability to assure the quality of that life. Choices are not so much sought as forced upon us; how do we respond to this challenging and intricate situationhow should we respond?
Last rite of modern medicine Dr Michael Abrams of the DHSS, opening the debate, said that traditionally doctors have been trained to give of their best regardless of expense and also of the end-producta kind of tunnel-vision which in the long run benefited nobody. Professor Jennett then took up the theme with the comment that in the last decade mechanical ventilation has come close to becoming 'the last rite of modern medicine'. In the UK each year over 50% of patients dying in hospital after severe head injuries now do so on a ventilator. Whereas in America 'do not resuscitate' orders have been in frequent use for 10 years, there seem to be no intensive care units in Britain that have such formal guidelines. Yet 25-45% of patients in British intensive care units are over 65 years of age, many of them terminally ill.
A number of questions suggest themselves. What do we mean by 'hopeless'; who decides? Among cases that are frequently categorized as 'hopeless' are patients with brain death, those whose brains are not technically dead but who are in a permanent vegetative state, those who are alert but are suffering from a terminal condition (e.g. cancer, organ failure), and those whose continued survival is with a life of poor quality. Surveys have shown little disagreement that vegetative survival is a fate worse than death. However, there is greater resistance in both medical staff and relatives to accepting that a condition is irreversible when it results from accident or sudden illness than when it is the terminal stage of progressive disease. hospital committee or by a Court of Law? Some American hospitals have even spawned a new breed of adviser, the 'bio-ethicist'. Patient preferences and autonomy should be respected wherever possible, and this may argue against treatments that are particularly stressful or hazardous. Perhaps we should formulate more clearly a requirement for consent to 'rescue', because some patients who have been resuscitated or otherwise exposed to life-saving therapies (e.g. chemotherapy for cancer) later say that they wish they had been allowed to die. Doctors can get carried away by the impulse to rescue. It is therefore useful to reach a prior consensus on the circumstances that would justify withholding resuscitation, arrived at outside an emergency context, and then to issue guidelines.
Additionalproblem with babies Dr Harvey endorsed much of Professor Jennett's paper, and pointed out that in dealing with babies there is an additional problem-that the patient himself can express no views. He was of the opinion that often lay attitudes were more sophisticated than the prevailing official attitude in hospitals, and stressed the problem posed by the public and collective conditions of hospital teamwork: it was his common experience that with a badly deformed or damaged baby parents would say quietly to him 'You won't do too much, will you doctor?' But once a provision is there it tends to be used, even in defiance of evolving opinion: for example, when it was suspected in the 1940s that the oxygen given to premature babies might be causing blindness and it was therefore withdrawn from a certain number of cases, it was discovered that junior doctors and nurses went on administering oxygen unofficially during the night.
In this public context, Down's syndrome children present a particular problem. They are frequently born with additional malformation, typically with duodenal atresia. An operation to correct this has been known since 1912, but for decades it was hardly ever practised on a Down's syndrome child because such an intervention was regarded as officious interference with a merciful provision of nature. Only in the last ten years has it been performed on handicapped babies, and only in that period have we seen highly publicized cases such as the one three years ago in which a Down's syndrome child was made a ward of Court because the parents did not wish it to be operated on. The operation was finally carried outbut six consultant surgeons refused to perform it. 0141-0768/86 010056-02/$02.00/0 1986 The Royal Society of Medicine Quality of life 'Quality of life' is a phrase liable to generate disagreement. It may include freedom from pain, capacity for self care, mobility, social interaction, independence and plans for the future. But not everyone would demand all these criteria for 'a life worth living'. With modern techniques of statistical analysis, a realistic prognosis can often be reached. Doctors who advance 'hope' and 'uncertainty' as an excuse for continuing active treatment may sometimes be taking refuge from responsibility.
Should decisions on such matters be taken by the patient or his family, by the doctors concerned, by a Differing perceptions We should, however, recognize that a life which appears of negligible quality to one set of people may appear differently to another: a cross-class study was recently carried out in which parents were asked 'If you could change your handicapped child, would you?' Eighty-one percent of middle class parents but only 45% of working class parents said they wouldi.e. more than half said that they would not change their child, that as far as they were concerned he was as he was. 'I try to find out', said Dr Harvey 'what parents want, but I take the final decision on treatment on my own shoulders'. He also added that, whatever the virtues and advantages of sophisticated technology, 'there is a price to be paid for everything'. Subsequent discussion was inaugurated by Professor Howard Hiatt of the Harvard Medical School, endorsing the view that we should avoid pursuing, in our zeal, treatments that may be 'unnecessary, unsuccessful, unsafe or unkind'. Lady Micklethwait of the National Childbirth Trust spoke briefly against the overuse of elaborate equipment in labour wards which sometimes, in solving some problems, creates others. A general practitioner, speaking from the floor, remarked that in her experience the public are 'voting with their feet' against high technology, and that often her patients expressed a wish to stay at home rather than being sent into hospital, for fear of having their lives unnecessarily prolonged. The 'Living Will' forms currently distributed by the Voluntary Euthanasia Society were also mentioned. In reply Professor Jennett stressed the ambivalent nature of society's attitude to death. He pointed out that some doctors who have withheld or withdrawn treatment have ended up in legal difficulties. However, he agreed with Dr Harvey that in general the public are 'ahead of the doctors' in their approach, and that meetings such as the present one help to declare that the subject is respectable to discuss. Ten years ago such a frank exchange of views would not have occurred.
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Society news
News from the President (No. 3) This issue of the Society's journal is the first to appear in the new format which I announced to the membership in my first column (May 1985 JRSM, p 415) . I consider it to be a significant and exciting development in our publishing activities, which underlines not only the important part they play in the Society's affairs but also the major contribution made by the JRSM to the broader field of medical and scientific reporting in this country. I hope all recipients of the JRSM will share my enthusiasm and seek to play an active role in our journal's growth by contributing papers, letters and, of course, constructive criticism where it is due. This is an appopriate place formally to record the Society's appreciation of ten years of outstanding service by Dr V R Bloom, who leaves the editorial chair with this issue. In those ten years, under his guidance, the JRSM has gained a solid reputation as a publication of note and it is fitting that tribute should be paid here to his efforts to achieve that position. All Fellows, I know, will join me in wishing him well in his future activities. It is tremendously reassuring to know that, as the JRSM in its new format moves forward into uncharted waters, it will have at its helm a man of proven ability and considerable editorial experience. Professor A J Harding Rains assumes the editorship of the JRSM with effect from the next issue and has already begun to be actively involved in Society matters during the handover to him from Dr Bloom. Those who are connected with the Royal College of Surgeons of England will know that numbered amongst his many accomplishments is the editorship of their Annals, and we are indeed fortunate to acquire the services of someone with so singular a blend of scientific expertise and publishing and editorial experience. We welcome him warmly and look forward to seeing the continuing enhancement of the reputation of the JRSM during the coming yeArs.
At the time of writing there are only a few months to go before refurbishment of the old 1 Wimpole Street building is due to be completed. Although there have been the inevitable delays associated with any large-scale programme of building redevelopment, we are hopeful of occupying the office space there by April and also ofmaking available for meetings the superb facilities of the refurbished Barnes and West Halls. We expect very soon now to be able to report the arrangements for an opening ceremony to mark the completion of the whole redevelopment.
One disappointment in the past year has been the failure so far of Chandos House to attract a buyer and to provide the funds needed to meet the balance of costs of the refurbishment. Contingency plans for bank borrowing to cover this eventuality have, therefore, had to be acted upon and it is inevitable that interest charges will accrue which we shall need to take into account in our budget. Efforts are continuing to sell Chandos House but in the meantime the Society will have to do all that it can to raise funds for these and other purposes. With some sense of relief, therefore, I am pleased to report that Council endorsed in October the proposal that the Appeal Committee under Sir John Stallworthy's Chairmanship should continue in being until the end of March 1986 and that Mr R T Hewitt should continue to devote two days each week during that 0141-0768/86/ 010057-02/$02.00/0 @ 1986 The Royal Society of Medicine
